MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH _63.:022449

DO MOT WRITE AMENDED '""""’mt"#‘h—ms—%m};”;‘;‘ District No. -1003—R rs No. 564: * STATE FILE NUMBER

1. PLACE OF DEATH 2. USUAL RES!IDENCE (Wlmo decensed lived. If lnnl!u:ﬁom Residence before
». COUNTY .u. STATE b. COUNTY -admission)’
Mo. St. IaO‘l.'liB aton)

ON THIS $TUB

VS§ 300
Rev. 4/59

o

k. CITY (If outside corporate limits, giv'_TOWNSHIP only) Length of stay in 1b .- CITY Insicte Limits

oW St. Louis 1 day 1 Eiviwood YLl Mo

¢. FULL. NAME OF (if NOT In hospital, give location) Inside Limits d. STREET {If cutside, give location) Reside on Farm
HOSPITAL OR ADDRESS '

INSTITUTION St. Johnls Hospi‘bal Yuﬂ Ne O I 194Tmor Woods Yes D Noi
3, NAME OF DECEASED First Middle Lm 13 D(?FTE Month Day " Year

{Type or print) Mm - m(B DEATH M r 27 1963

5. SEX 6. COLOR QR RACE 7. Married [1  Never Married [ [9. DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER ) YEAR | IF UNDER 24 HR

Famzle _ White Widowedaf] Divorced [ _9[124? o 70 W‘W‘W
Bl

"0a. USUAL OCCUPATION {Giva kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11 LACE (City and state or country), | 12. CITIZEN OF WHAT COUNTRY

during working life, even if ratired) .
Hous eﬁfé Homea _USA 0

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF MUSBAND OR WIFE

Walter Gawlik | Adele Pasyh; Georg_eA}&enos
5 D EVER IN U.5. ARMED FORCES? . ' o)
. :-'ys,.,v;;;:ﬁmn;’ (IE\‘ yts.uglsvc war or dates of 1erv Kirkwm’ MO.

DATE AMENDED

18. CAUSE OF DEATH (Enter only one cause per line for (a), {B), and (). o INTERVAL BETWEEN
PART L. DEATH WAS CAUSED BY: . ONSET DEATH
IMMEDIATE CAUSE (o) M@a&.&@&@h—%
Conditions, H any,]  DUE TO (b} j : o
which gave rise :)ﬂ 7
above cause .
stating the unécr . 43 ? / *\

lying cause last. DUE 1’0 O]

PART II. OTHER "SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH but not related to the hrmlml PART (1N, If decuud was  femele waes
disease condition.given in PART §'(s) . thers & pregnancy in lest 90 days.

, I ] Yes l n NoJ D Unknown
19. WAS AUTOPSY 20a. ACCIDENT SUI%DE HO%CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
a ) :

DOCUMENT

20c. TIME OF Hour Month, Day, Year j . ..
INJURY am, : : . "
p.m. -

20d. (NJURY OCCURRED. - 20e.: PLACE OF INJURY (e.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY' STATE
WHILE AT WORK O farm, factory, street; office bidg., efc.) . - ..
NOT WHILE AT WORK [J . PR

21. 1 ottended the deceased from m_ﬂ?z_%q;ﬂmd ot @'R;iliwﬂm_,l@iz‘_ié,?_' Al z

Death-t<c0Mpd = m on the date stated sbove, and to tha best of my knowledge, from the causes stated.

e SIF W Sregror e | Z2b. ADDRESS _ - 2Zc. DATE SIGNED
S Z 29 / 205,

. e “ Y. y C F Al .
T3a, gugg“_ ?‘ . s NAME — | 2347 LOCATION {City, towh, or county) (Stgm)

Raefnave 3 AV 1,

Iouis H. Bopp, Inc., Kirkwood, Mo, MAY 28 198 | F S aid A

AMENDMENTS ON THiS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

N

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




1

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was emb-a.lrhed by me,

IS -
r

or by ' ' , Student” EmB_éIme_r No.

working under my personal supervision.

Student

Signature of Studen! Embalmer

P' Q. Address

Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING (Failure to.comply
with the above constitutes: grounds for, revocahon of. Ilcense) - cra T : -
i¥. embafmed by a STUDENT ‘hé also’ shall sign in his OWN handwriting,

" If this body is not embalmgcti_*facr should be so stated above(

HEP _: .- . [ T . . M

R




